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***** Retroviruses Conference Sets January 22-26 1997 Meeting 
Dates: Abstract Deadline October 16

by John S. James

The 4th Conference on Retroviruses and Opportunistic 
Infections, generally considered the most important 
scientific meeting on AIDS in the United States, is mailing 
its CALL FOR ABSTRACTS AND PRELIMINARY PROGRAM in mid 
September, and has extended the abstract deadline until 
October 16. The tight schedule means that researchers will 
have to move quickly to get their abstracts in. You can help 
by making sure that researchers you know are aware of the 
dates and the deadlines; they may not have been on the 
conference's mailing list, or have moved or otherwise missed 
the program mailing. (Unlike the International Conference on 
AIDS, this meeting is strictly science oriented, and is 
unlikely to accept reports of community projects, unless they 
have a major research focus.)

There is also a Late Breaker abstract deadline December 20, 
only for abstracts "containing novel, cutting-edge 
information," and only for the late-breaker session, which is 
Sunday January 26. (It is usually much harder to get an 
abstract accepted for the Late Breakers than for the regular 
program.)

Registration and housing for this Washington, D.C. conference 
does not open until October 28, and then only for accepted 
abstract authors; registration and housing opens for other 
researchers and clinicians on November 20. We do not know the 
admission price, but it is usually fairly high for the 
Retroviruses conference, since it does not sell industrial 
booth space to defray costs. Registration is scheduled to 
*close* for everyone on December 20 even if the attendance 
limit of 2100 registrants has not been reached, or earlier if 
it has. There will be no on-site registration. Nothing has 
been announced yet about press registration. An attempt will 
be made to raise funds to help some persons with AIDS attend. 
(There were no such scholarships last year, despite 
indications money was available, as the management of the 
scholarship project did not happen in time.)

Scientific Program

The conference will open on the evening of Wednesday January 
22, with the Bernard S. Fields Memorial Lecture, "Can HIV Be 
Eradicated from an Infected Person?" by David Ho, M.D. -- and 
a plenary lecture, "Status of the Disease in the World," by 
Peter Piot, M.D.

The preliminary program lists the following State of the Art 
lectures:

* Viral and Cellular Dynamics: Implications for 
Antiretroviral Therapy;

* Chemokines: Structures & Biological Activities;

* CMV;

* Molecular Mechanisms in HIV Infection and Replication: 
Results from X-ray Crystallography;

* NeuroAIDS;

* Transport In and Out of the Nucleus;

* Perinatal Transmission & Early Virus Replication Events in 
Babies;

* Transport of Antigens and Infectious Agents Across Mucosae.

Afternoon symposia include: HIV entry cofactors; PCP; KS; 
non-KS malignancies; advances in prevention; mycobacteria; 
primary and early infection; vaccines; cryptosporidium; 
determinants of disease progression; protease inhibitors; 
accessory and regulatory genes; and an update on 
antiretroviral therapy.

There will also be slide sessions and poster sessions. The 
topics for these will depend on the abstracts submitted.

For a copy of the Call for Abstracts & Preliminary Program, 
or for other information, call the Retrovirus Conference 
Hotline at 703/299-0412.

Comment

In 1990, after major demonstrations at the International 
Conference on AIDS in San Francisco (due to Congress 
overruling all professional advice and excluding persons with 
HIV from the U.S.), the decision was made to hold the 
International Conference only once every two years, and in 
the other years to focus on regional AIDS meetings. (Because 
of the four-year timeline for planning the international 
conferences, four of them were already in the pipeline, so 
1995 was the first year without an international conference, 
under the policy adopted in 1990.) The Retroviruses 
conference, officially "an independent meeting held in 
collaboration with the Infectious Diseases Society of 
America, the National Institutes of Health, and the Centers 
for Disease Control and Prevention," has in effect become the 
U.S./North America conference under the plan of shifting to 
regional meetings.

It is also becoming the most restrictive major AIDS 
conference in history -- hostile alike to industry and the 
press (see "Press Gag Rules at AIDS Conference," AIDS 
TREATMENT NEWS #241, February 16, 1996). The recent Advance 
Program even states that marketing personnel and financial 
analysts will not be able to register. For press at least, 
photography and tape recording are likely to be banned in all 
sessions, although this has not been finally determined. (The 
traditional policy is no *flash* photography in oral sessions 
-- sometimes modified to allow flash photography in the first 
five minutes of a high-profile talk, to allow reporters to 
take their pictures of the speakers.) Closing all 
registration a month early is likely to greatly reduce 
mainstream press coverage, as media interest usually grows 
substantially just before a major AIDS conference, not a 
month or more in advance.

Press reporting restrictions at AIDS conferences have become 
a problem only within the last year, and only at two 
meetings: the Retroviruses conference, and to a lesser extent 
ICAAC. Rules against photographing posters (with guards 
patrolling constantly for enforcement) and the possible 
banning of audio and video taping of oral sessions, greatly 
reduce the flow of information from the conference to those 
unable to attend. For our reporting, we strongly prefer to 
contact researchers after the meeting; but when there are 
hundreds of relevant presentations, it is impossible to 
interview everyone. Many talks and posters are not covered at 
all due to reporters' reluctance to rely on memory and 
written notes alone for critical technical information.

The ostensible reason for these rules is that researchers are 
afraid their data may be stolen by competitors. An additional 
reason may be anxiety at having one's work photographed or 
recorded by strangers for unknown purposes. And while the 
1990 San Francisco conference led to an historic alliance 
between researchers and community activists -- at least one 
book has been published on the subject -- it also led some 
researchers to want a science-only meeting, without the 
social issues. The Retroviruses conference seems to have 
addressed this understandable desire, unfortunately resulting 
in a tradition of ivory-tower distance from other segments of 
society which are interested in AIDS.

Another key problem of the Retroviruses conference is the 
decision to limit attendance -- apparently so that this 
meeting, which always occurs in Washington in January or 
February, can be contained in a single hotel. Limiting total 
attendance serves to keep non-scientists out, since if 
researchers for whom the conference is designed are turned 
away due to lack of space, there will be a rationale to limit 
the number of slots for press, company representatives, or 
people with AIDS. This year, the late announcement and tight 
scheduling deadlines are also likely to exclude researchers 
who otherwise would be presenting.

AIDS TREATMENT NEWS has long opposed excessive industry 
influence on AIDS research agendas; industry has a permanent 
bias toward proprietary, expensive, treatments, and against 
inexpensive ones. But the right way to broaden the research 
agenda is to organize countervailing power elsewhere -- among 
patients, professional organizations, the 
public/media/politicians, and even managed-care organizations 
(which share an interest in less expensive treatment) -- not 
to restrict attendance by industry and financial people at 
scientific conferences. Not only do they have valid business 
there, but in the real world scientists themselves attend in 
part to develop contacts for future funding of their work.

There may be just one "slot" for a de facto U.S. national 
AIDS conference -- and little chance of persuading this one to 
respond better to the needs of diverse publics. It would be 
harmful to disrupt a scientific meeting to attempt to force 
more openness. The concern now is that this conference may 
disrupt itself through excessive control.

The most practical alternative may be to encourage greater 
use of the Internet for leading-edge research communication -- 
not to try to replace face-to-face meetings, but to make all 
communication, including such meetings, more effective. In 
addition, we need to continue to challenge the management of 
any major AIDS conference that imposes excessive or 
unworkable restrictions, so that barriers to information will 
not become accepted and widespread by default.

***** Nelfinavir (Viracept(TM)) Expanded Access Announced

An expanded-access program for nelfinavir, an experimental 
protease inhibitor being developed by Agouron 
Pharmaceuticals, Inc., began enrolling patients on September 
16. To qualify, persons must be HIV positive, at least 13 
years old, with CD4 count less than or equal to 50 
(determined in the last 90 days), have not use nelfinavir 
previously, and must be unable to use any of the three 
approved protease inhibitors (either because of intolerance, 
drug failure, or their physicians' judgment that the drug is 
contraindicated).

For more information, call 800/621-7111, Monday through 
Friday 8:00 a.m. to 6:00 p.m. Eastern time.

***** ICAAC Conference AIDS Overview -- Available by Toll-Free 
Phone Call

AIDS-related information presented at the Interscience 
Conference on Antimicrobial Agents and Chemotherapy (ICAAC), 
New Orleans September 15 through 18, was summarized for the 
general public in an hour-long conference call from New 
Orleans, organized by BETA (Bulletin of Experimental 
Treatments for AIDS), the treatment newsletter published by 
the San Francisco AIDS Foundation. Researchers Roy Gulick, 
M.D. and Michael Saag, M.D. described presentations at the 
meetings, and answered called-in questions. This conference 
call was supported by an educational grant from Hoffmann-La 
Roche.

Some of the topics examined in the September 16 call:

* Survival benefit of 3TC in a large clinical trial ;

* Continuing promising results from combining the protease 
inhibitors ritonavir and saquinavir;

* Early trial results with the new Vertex/Glaxo protease 
inhibitor;

* A small trial on DMP 266 (a non-nucleoside reverse 
transcript inhibitor) combined with the protease inhibitor 
indinavir;

* T-20, a new kind of experimental treatment to inhibit HIV 
entry into cells;

* Failure of an anti-CMV monoclonal antibody (it did not 
delay relapse of CMV, and was associated with a higher death 
rate than treatment without the antibody, for reasons nobody 
knows).

You can listen to a recording of the phone conference by 
calling 800/847-8913 and entering ID # 3781.

***** Washington AIDS Events: Major Demonstrations October 
11, 12, and 13

Many events are scheduled in Washington D.C. around the time 
of the display of the full AIDS Memorial Quilt, the largest 
AIDS awareness event in history. AIDS TREATMENT NEWS listed 
treatment-related events in the October 1996 calendar in 
issue #253.

The following are expected to be the largest demonstrations 
at that time:

* October 11, "End Medical Apartheid: Stop Drug Company Price 
Gouging," organized by ACT UPs Philadelphia, Golden Gate, New 
York and Washington, meets Friday, October 11, 1:00 p.m., at 
McPherson Square in Washington D.C., then marches to the 
headquarters of the Pharmaceutical Research & Manufacturing 
Association. For information, call 215/731-1844, or email 
pdavis@critpath.org.

* October 12, "Hands Around the Capitol," Saturday October 
12, 1:30 to 3:30 p.m. at the U.S. Capitol. "Sponsored by AIDS 
Action Council, Mothers' Voices, and Gay Men's Health Crisis, 
Hands Around the Capitol will be a human chain of concern and 
remembrance made up of over 10,000 family members, lovers and 
friends of the 320,000 Americans who have been lost to HIV 
and AIDS." For information, call AIDS Action Council at 
202/986-1300, ext. 3102, or Mothers' Voices, 1-888-MVOICES 
(toll free).

* October 13, "We Will Not Rest in Peace; Demand Presidential 
Leadership," political funeral with scattering of ashes on 
the White House lawn of persons who have died of AIDS or HIV. 
Meet Sunday October 13 at noon at the reflecting pool, 3rd 
and Madison near the Capitol building. This event is 
organized by ACT UPs New York, Washington, Philadelphia, and 
Golden Gate; for more information, call 215/731-1844, or 
email pdavis@critpath.org. 

Benefits Planning -- What You Must Know: Interview with Daniel 
Fortuno, AIDS Benefits Counselors

by John S. James

Whether you are employed or unemployed, insured or uninsured, 
anyone who may need major medical care must know in advance 
what to do or not to do in order to avoid losing rights and 
benefits, and to preserve medical options.

Since 1987 AIDS Benefits Counselors (ABC) has advised San 
Francisco residents on health insurance, disability, and 
other benefits programs, both private and public; it serves 
over 2,000 clients a year. AIDS TREATMENT NEWS asked Daniel 
Fortuno, employee benefits counselor and coordinator for 
volunteers and training at ABC, to outline some of the areas 
which are most critical for people to know to prevent 
serious, costly mistakes. [Note: Fortuno's name is spelled 
with a tilde over the 'n'.]

The interview below focuses on California; some of the 
information will not apply in other states. And because it is 
based on practical experience in advising clients, it cannot 
address new Federal laws -- both for good and for ill -- that 
have been signed but not yet taken effect.

An article cannot provide advice you may need in your 
particular situation. Instead, we hope to provide a heads-up 
so that you can get personal advice elsewhere.

Because of the length of the interview below, we divided it 
into two parts, and plan to publish part II in our next 
issue.

Background and Glossary

Insurance and benefits information is complex. The interview 
below necessarily jumps between various private, California, 
and Federal systems, since different programs need to be 
coordinated to meet an individual's needs. This section on 
basic concepts and historical context will help readers 
understand the interview.

* History: The U.S. system of health insurance through 
employment largely began in World War II, as a way to evade 
wartime government wage controls when labor was scarce. 
Companies were not allowed to raise wages to attract workers, 
so they gave health insurance instead.

* Costs: Until recently, health insurance companies were 
reluctant to challenge doctors' medical opinions, so they 
basically paid whatever bills were sent. Doctors and 
hospitals could raise their incomes just by raising their 
prices, and/or doing more procedures. This system led to 
unsustainable medical costs, as well as massive unnecessary 
surgery and other unnecessary treatment.

* Managed care: Today's "managed care" (such as provided by 
HMOs -- health management organizations) developed as a way to 
control the cost of health insurance to large employers. A 
key concept of managed care is the change from "fee for 
service" -- the traditional way doctors were paid, so much 
money for each procedure or service performed -- to 
"capitation." Capitation means that a health-care 
organization is paid a certain annual amount per patient, no 
matter how much care the patient receives; if the 
organization spends less on the average, it keeps the 
difference, but if it spends more it loses money. Capitation 
changes medicine from having an incentive to overtreat, to 
having an incentive to undertreat.

* Pre-existing conditions (medical conditions you had before 
obtaining health insurance with a particular company): 
Insurance and health-maintenance organizations have reduced 
costs by "cherry picking" -- only insuring those at low risk 
of getting sick. Persons with a pre-existing condition 
especially found it very difficult to get insurance. In the 
past this has resulted in "job lock" -- millions of people 
unable to change jobs because they would lose their medical 
coverage for an ongoing illness -- and other serious 
hardships.

* Contestability. If someone makes a material false statement 
when they apply for insurance (such as not disclosing a prior 
condition), the company can cancel their policy to avoid 
paying benefits. Typically the insurance company will send a 
check refunding the premiums the person has paid; if they 
cash that check, they give up all rights to the policy. But 
if the insurance has been in effect for longer than a 
"contestability" period (usually two years), it is almost 
impossible for the company to cancel it, even if there were 
false statements in the application (although it is possible 
to challenge the policy by alleging fraud).

* AB 1672 (California): AB 1672, a California law which 
became effective in July 1993, greatly restricted the ability 
of health-insurance companies to refuse insurance due to pre-
existing conditions (including HIV) to small *groups* of 
three to 50 persons. AB 1672 has worked well, making health 
insurance much more available to the sick, with little 
overall rise in prices.

* New Federal law on health insurance: The Health Insurance 
Portability and Accountability Act of 1996, signed August 21 
by President Clinton but not effective until July 1, 1997, is 
intended to reduce the problem of exclusion for pre-existing 
conditions (in all states) much like AB 1672 has done in 
California. It is too early to know how this new law will 
work in practice. According to an August 21 memo from 
National AIDS Policy Director Patricia S. Flemming, "Insurers 
will be required to sell policies to anyone who wants one 
without regard to their health status... People who move from 
one job to another will be able to keep their coverage even 
if their new employer does not offer coverage... Insurers can 
no longer exclude coverage of treatment of pre-existing 
medical conditions if a worker moves from one job to another. 
Exclusions are limited to a maximum of 12 months and that 
period is reduced by one month for every month a person was 
covered in their old job." Also, this law includes tax relief 
for most viatical settlements.

* Insurance through associations: Persons who are unemployed, 
self-employed, or working at a job without satisfactory 
health insurance, can often obtain group insurance through a 
professional association -- even if they have prior conditions 
such as HIV or AIDS.

* HMO vs. PPO: These are two of several kinds of health-
insurance plans that may be offered through an employer (or 
through an association). Usually the HMO costs less, but the 
PPO offers more flexibility. In California at least, a person 
with HIV or AIDS who becomes eligible for private health 
insurance through a job or association will often choose an 
HMO plan first, because it does not have a period of 
exclusion of coverage for pre-existing conditions -- and then 
switch to a PPO, indemnity, or some other plan during an 
open-enrollment period (when one is allowed to change plans).

* Self-insured trust: This is a health plan offered by some 
employers, which is *not* covered by California's AB 1672, or 
any other state insurance law or regulation -- which can 
create serious problems for persons with a major illness.

* COBRA and OBRA: If you have health insurance through your 
job with a large employer but then change jobs or become 
unemployed, a Federal law called COBRA (Consolidated Omnibus 
Budget Reconciliation Act) allows you to keep your existing 
insurance at 2% more than what your employer or insurance 
administrator is paying, for 18 months. (The law only 
requires employers of 20 or more employees to offer this 
option -- and it may not apply if the employer goes bankrupt 
or otherwise stops medical coverage.) For those who stop 
working because of permanent disability, Medicare is 
available, but only after 29 months of disability determined 
by Social Security -- and COBRA only covers the first 18 
months. The 11-month gap between when COBRA ends and Medicare 
begins can now be filled by another Federally-mandated 
program called OBRA (Omnibus Budget Reconciliation Act), 
which sometimes allows one's work insurance to be maintained 
(at a somewhat higher cost than COBRA, however). And one must 
do the paperwork right to avoid losing one's rights to COBRA 
and OBRA.

* Medicare: Medicare is a Federal program which covers many 
health-care expenses after age 65. The same coverage is also 
available after 29 months of disability. Medicare does not 
include prescription drug coverage; other benefit or 
insurance programs can often fill this gap. Medicare is 
available without regard to one's income and assets.

* Medicaid/Medi-Cal: Medicaid (called Medi-Cal in California) 
is available in all states, but is very different in 
different states. Unlike Medicare, Medicaid is designed for 
the poor; therefore, in order to qualify you must have 
limited income and assets. And not everyone who is poor can 
get Medi-Cal; in addition to financial criteria, you also 
need to be disabled, or to meet certain other conditions.

* SSDI and SSI: Both of these are Federal programs, under 
Social Security, to maintain income (not to pay medical 
expenses, like Medicare or Medicaid) in event of permanent 
disability. SSDI is a Federal disability *insurance* program, 
which workers pay for by their payroll deductions; because it 
is an insurance, it is available without regard to income and 
assets -- but the amount it pays depends on how much you have 
paid in to the system. But SSI is more like welfare than 
insurance -- it is for those who have not paid in enough in 
their payroll taxes to get SSDI. Therefore, it is only 
available to those who meet income and asset limits.

* State disability: California has a one-year disability 
income program, which is easier to use than Federal programs 
like SSDI.

* ADAP: ADAP (the AIDS Drug Assistance Program), funded by 
the Ryan White Care Act, can pay all or part of the cost of 
AIDS prescription drugs, depending on one's income level. The 
drugs covered, and the income levels required to qualify, 
vary greatly between states, but one is allowed much higher 
income than for Medicaid. In California, ADAP can be a far 
more flexible program than generally realized; for example, 
it can sometimes be used for copayments, either from private 
insurance, or from Medi-Cal.

Interview with Daniel Fortuno, AIDS Benefits Counselors, San 
Francisco

AIDS TREATMENT NEWS: If you are uninsured and have HIV or 
AIDS, can you get good private insurance through your job?

Fortuno: In California you can come into an employer group 
with a pre-existing condition. Many people do not realize 
that. For example, a local newspaper recently had an article 
about a person having great fear of returning to work, 
fearing loss of healthcare due to having AIDS as a pre-
existing condition and being unable to get insurance.

But a California law, AB 1672, covers individuals that want 
to become reinsured, even if they have a pre-existing 
condition. [Note: A Federal law will set somewhat similar 
rules nationally next year.] If the insurance is a 
traditional PPO or indemnity plan, and if the employee has 
not been insured, their pre-existing conditions can only be 
excluded for six months, and after that they have to be 
covered. But if the person already has health insurance, and 
wants to change jobs, if he or she left the previous 
insurance group voluntarily and there has not been a 180-day 
gap (30 days if they left the job voluntarily), then that six 
months is waived and they can transition immediately onto 
their new insurance.

And with HMOs, there is no issue of pre-existing conditions. 
Persons can enter an HMO through their job and be covered 
immediately for pre-existing conditions, even if they have 
not had health insurance before.

But in order to get private insurance despite pre-existing 
conditions, they must become eligible through a group. If 
they apply as an individual, California's AB 1672 will not 
apply to them, and the company can reject them for pre-
existing conditions.

ATN: What if someone is unemployed, or self-employed, or 
working at a job without good health coverage?

Fortuno: It is often possible to enter group health insurance 
through a professional association. We have had very good 
luck with that. I have worked with doctors, attorneys, social 
workers, people who are self employed. Often because of their 
professional licensing they have access to an association 
that will provide them with medical insurance, giving them 
the opportunity to be a member of a group. Sometimes no 
licensing is required in order to become a member of some 
association that offers health insurance.

HMO, PPO, or Indemnity -- and Caution on "Self-Insured Trust"

ATN: When one gets group health insurance (through a job or 
association), what are the pros and cons of choosing HMO 
(health management organization), PPO (preferred provider 
organization), or indemnity insurance (if there is a choice)?

Fortuno: Many individuals without prior insurance first join 
the HMO, because there is no issue of pre-existing conditions 
even if they have not had prior health insurance. Then in the 
next open enrollment, they switch to the PPO if that is the 
style of coverage they prefer.

Usually the PPO is more expensive than the HMO, but offers 
more choice. In an HMO, you work within a specific list of 
providers through the HMO, with a primary-care physician who 
manages your care. With the PPO, you are given that specific 
list but are also allowed to go outside it (at extra cost). 
The HMO has a very specific co-pay rate, while the PPO has a 
*percentage* of services you are responsible for.

Indemnity is a style of insurance that allows you to go to 
any doctor you want. It may be a little more expensive even 
than the PPO.

One thing to be careful of concerning insurance is the "self 
insured trust." This is not insurance. In simple English, it 
is a pool of money that an employer has set aside to take 
claims out of. Either they pay the claims from it, or they 
have a third-party administrator pay the claims. They are not 
required by law to abide by AB 1672. So their rules on pre-
existing conditions will be whatever rules they want to make 
(although they cannot completely precluded coverage for any 
condition).

A key caution with a self-insured trust is that some of them 
say, if you use us in the first year, and you have a pre-
existing condition, we will cap you at $2,000 (or some other 
amount) for that pre-existing condition. But if you wait till 
after the first year of being covered by us, we will cover it 
fully.

So a person who changes jobs to where there is a self-insured 
trust needs to be educated to what kind of coverage it is, 
and needs to keep his or her previous insurance and COBRA it 
over, or use another insurance while waiting for that first 
year to lapse.

Some employers will offer self-insured trusts only; some 
offer it with other choices like an HMO or PPO. Often someone 
with a pre-existing condition should choose the HMO option, 
or keep the previous insurance for the first year, then might 
transition on to the self-insured trust during the open 
enrollment.

With a self-insured trust, the rules depend on the plan. It 
is essential that persons understand the products they're 
interacting with.

COBRA

ATN: If someone becomes permanently disabled, how can they 
keep their private health insurance coverage until Medicare 
becomes available to them, 29 months after Social Security 
determination of disability?

Fortuno: They can keep their insurance for 18 months under 
COBRA. COBRA is available for anybody who leaves a job with 
20 or more employees for any reason other than gross 
misconduct. So if you leave because of disability, or get 
laid off, or quit, you can get COBRA.

With COBRA, you keep the same insurance plan you had at work. 
But you pay the full premium (which your employer no longer 
pays), plus you pay 2% to administer COBRA. That is why it is 
called the 102%.

COBRA is a good tool to use when changing jobs, especially 
when there is an issue of pre-existing conditions, with 
regard to a self-insured trust. You can use the COBRA to get 
over that. Say you get a job that's big bucks, but the only 
health plan they have is a self-insured trust, and they will 
not cover you for the first year. So you keep your old 
insurance. You sign up for the new plan, but do not use it 
during the first year for the pre-existing condition, and use 
your previous insurance under COBRA.

There is more flexibility than people realize.

OBRA

For disabled persons, after 18 months of disability, there is 
another program called OBRA to fill the 11-month gap before 
Medicare coverage begins. At least until now OBRA has only 
been available if the reason that you left the job is that 
you were disabled -- and the proof that they require is a copy 
of the Social Security award letter, to the person who is 
administering the COBRA. And it has to be given to them 
within 60 days of the date of issue of the Social Security 
award letter. So unlike COBRA, they only give OBRA to people 
who are on approved Social Security disability, and also your 
disability has to be the reason that the COBRA was initiated. 
Yet I have had clients who were laid off, and their medical 
records showed that they were disabled, and we have been able 
to get Social Security to acknowledge that, even though they 
were laid off, their medical records supported total 
disability. I have had people that have been fired still be 
able to get OBRA. That can be worked with, if the medical 
record supports total disability.

With OBRA you pay the full premium plus 50%. OBRA lasts 11 
months, or until Medicare starts. For example, suppose 
somebody works for a company that gives them a six-month 
medical leave of absence; that delays the beginning of COBRA. 
So the person will only have to use five months of OBRA -- 
saving money, as that is six months they do not need to pay 
the full premium plus 50%.

ADAP

ATN: Where does ADAP (the AIDS Drug Assistance Program) fit 
in the overall picture of benefits.

Fortuno: ADAP is a very flexible, useful program if used 
correctly. And using it correctly does not mean abusing it.

For example, I have a client who has health insurance, and 
the prescription coverage requires a 20% copayment that he 
cannot afford, even though he is working; he can use the ADAP 
program to help him with that copayment. Another person has a 
Medi-Cal share of cost of $500 (share of cost, in simple 
English, is a monthly deductible that is determined by Medi-
Cal, depending upon your income). This person can use ADAP 
for the $500 per month, and the rest of the bill goes to 
Medi-Cal.

ADAP varies greatly in different areas; in some places it 
does not want to be as flexible. I encourage people outside 
of the San Francisco area to challenge their local ADAP, to 
see if they can get it to follow San Francisco. The way we 
use it, the way I suggest clients use it, in the long run 
works out better for ADAP as well as for the client.

ATN: Because ADAP is paying maybe 20% instead of 100%?

Fortuno: Exactly. If someone qualifies for some other 
program, but because of ADAP rules they do not even enroll in 
that program, and use ADAP 100%, ADAP is spending more money.

ADAP income limits vary by state; within California the 
income limits are uniform, but other states are different. In 
California, ADAP can fully cover an individual with adjusted 
gross income up to $30,960 -- with higher limits for families, 
and partial coverage for incomes somewhat above those limits.

ATN: What about the financial crisis in ADAP programs, due 
both to the higher cost of the new combination treatments, 
and to the fact that many more people are coming in for 
treatment due to greater hope?

Fortuno: I am hoping that as more people are returning to 
work due to better treatments, fewer people are going to need 
ADAP. If we can get more people privately insured, we can get 
them off of ADAP. If we can get people educated, we can help 
relieve this crisis by getting people off of ADAP, or able to 
make less use of ADAP.

Medicaid (Medi-Cal)

ATN: Medi-Cal is the California Medicaid?

Fortuno: Yes. People need to understand that when they hear 
politicians from other states talking about Medicaid, they're 
talking about Medi-Cal. Medicaid differs greatly between 
states; every state has its own version. Most Medicaid 
programs are basically set up for people living in poverty.

ATN: Does someone who lives in San Francisco, where the cost 
of living is high, have to meet the same income and asset 
requirements as someone living anywhere else in California.

Fortuno: Yes. Basically how it works is this. They allow you 
one car, one house that you live in, and up to $2,000 in the 
bank. They allow you $620 per month income, and anything 
above that is your share of cost, your monthly deductible 
before they will pay for anything.

ATN: Besides low income, what other criteria must you meet 
for Medi-Cal?

Fortuno: In addition to income and asset requirements, you 
either have to be disabled, as officially determined by the 
Federal Social Security system, or linked to Medi-Cal through 
certain other programs. People with HIV usually get Medi-Cal 
by being disabled.

People say, "I'm HIV positive and meet the income criteria, 
so I should be able to get Medi-Cal." That is not true.

For both Social Security and Medi-Cal, if you have HIV, one 
way to meet the disability criteria is to have a specific 
opportunistic infection. They have a three-page list of 
conditions, and specific ways the illness must be manifested. 
For example, if somebody has Kaposi's sarcoma, that does not 
automatically qualify, unless it is "with extensive oral 
lesions; or involvement of the gastrointestinal tract, lungs, 
or other visceral organs; or involvement of the skin or 
mucous membranes with extensive fungating or ulcerating 
lesions not responding to treatment." (Quoted from Social 
Security form "Medical Report on Adult with Allegation of 
Human Immunodeficiency Virus (HIV) Infection.") So if one has 
KS on an ear lobe, one does not meet the disability criteria.

These definitions are Federal, and they are uniform in the 
different states.

Another way to meet the disability criteria is if your 
medical record clearly shows that you have an inability to do 
any type of work for at least a year or more, because of your 
disabling condition. That is my simple description, not the 
exact language of the law. Those are cases that we are 
successful on. The key is the medical record, which clearly 
shows that there are problems.

[Part II, in our next issue, will cover  California state 
disability income, Medicare, how to get benefits advice, and 
other questions.]

Errata

In issue #254, "Ritonavir Plus Saquinavir: Two Trials with 
Different Results" said that no updates were scheduled at the 
ICAAC meeting in New Orleans. In fact, 12-week data from one 
of the studies was presented as a late breaker; we are 
preparing a report for the next issue of AIDS TREATMENT NEWS.

Also in that article, the developer of VX-478 (also called 
141W94) was misidentified. The developer is Glaxo/Vertex.

In issue #253, "Calendar of AIDS Research and Treatment 
Meetings, Late 1996 and Beyond," the 9th National AIDS Update 
in San Francisco was erroneously listed as occurring in 
February 1997. The actual dates are March 18-21, 1997.
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